Introduction {#Sec1}
============

The self-conscious emotions of guilt and shame help people to navigate successfully in the social environment. That is, when displaying inappropriate or bad behavior in the real or imagined presence of others, the prototypical feelings of remorse and regret prompt the individual to engage in compensatory interpersonal behaviors \[[@CR1]\]. Guilt, which is more concerned with the negative evaluation of a specific behavior ("I did *that* wrong"), motivates the person to engage in reparative behavior by making apologies and engaging in attempts to fix the situation, while shame, which is typically characterized by a negative evaluation of the self ("*I* did that wrong"), leads to submission and avoidance and sometimes hostility and retaliation \[[@CR2], [@CR3]\]. On the basis of these descriptions, one might get the impression that guilt is somewhat more adaptive than shame, but it is good to keep in mind that in essence both types of self-conscious emotions have their own functionality in correcting moral and social transgressions. However, this is no longer true when the emotions of guilt and shame become seriously dysregulated. When feelings of guilt and shame are too easily and too frequently triggered, the compensatory interpersonal behaviors may become too dominant and start to interfere with the person's daily functioning. Or otherwise, when feelings of guilt and shame are not or insufficiently elicited, transgressions will not be followed by corrective behaviors and likely cause interpersonal problems.

In the adult literature, clear support can be found for the notion that the dysregulation of shame is associated with various types of psychopathology. That is, various studies have demonstrated that high levels of shame are associated with a variety of psychological symptoms including anger and aggression \[[@CR4]\], depression \[[@CR5]\], post-traumatic stress disorder \[[@CR6]\], anxiety disorders \[[@CR7]\], eating problems \[[@CR8]\], personality pathology \[[@CR9]\], suicidal and self-injurious behavior \[[@CR10]\], and substance abuse \[[@CR11]\]. The relation between guilt and psychopathology is more ambivalent, but the general idea is that high levels of this self-conscious emotion are also maladaptive, in particular when it is experienced in an obsessive, ruminative way or fused with feelings of shame \[[@CR1]\]. This is preeminently true in the case of depression for which "inappropriate guilt" is even considered as one of the key symptoms defining the disorder \[[@CR12], p. 161\]. Further, it has been argued that extremely low levels of guilt can also be problematic as this may hinder the development of empathy and conscience \[[@CR13], [@CR14]\]. Indeed, "lack of remorse or guilt" has been consistently associated with aggressive and antisocial behavior \[[@CR15]\], and is currently added as a specifier to the diagnostic criteria of conduct disorder \[[@CR12]\] for which it has been shown to predict a negative prognosis \[[@CR16]\].

Research on the relation between guilt and shame and psychological symptoms in children and adolescents is sparser. A recent review by Muris and Meesters \[[@CR2]\] identified 22 studies exploring the relation between these self-conscious emotions and psychopathology in youths, and since then a special issue has appeared in *Child Psychiatry and Human Development* including four new investigations on the link between guilt and/or shame and trauma-related problems \[[@CR17]\], internalizing problems \[[@CR18]\], anxiety symptoms \[[@CR19]\], and risky and illegal behaviors \[[@CR20]\] in young people. Altogether, findings are largely in line with what has been found in adult populations. That is, data generally indicate that shame is positively associated with internalizing as well as externalizing symptoms of children and adolescents \[[@CR2]\]. The results for guilt have been more ambiguous. On the one hand, there is research demonstrating that guilt protects youth against the development of externalizing problems \[[@CR21]\], and showing that extremely low levels---and especially lack---of guilt are associated with the occurrence of externalizing problems \[[@CR4], [@CR15]\]. On the other hand, studies can be found indicating that high levels of this self-conscious emotion, especially when contaminated with shame, are accompanied with higher levels of internalizing symptoms \[[@CR17], [@CR22]\].

One obvious shortcoming of the research conducted so far on the relation between self-conscious emotions and psychopathology in youth pertains to its almost exclusive reliance on non-clinical samples \[[@CR23], see for a review: 2\]. If guilt and shame are indeed involved in child and adolescent psychopathology, one would expect that these emotions will be particularly prominent in clinically referred youth. The few studies that have been conducted in clinical settings so far \[[@CR24], [@CR25]: Study 2\] relied on populations that were ill-described in terms of psychopathology and were limited in terms of sample size (*N*'s being 41 and 20, respectively). The results of these investigations were also quite mixed, which is not particularly surprising given earlier findings that relations between guilt and shame and psychopathological symptoms may critically depend on the type of psychopathology under study. With these drawbacks in mind, the present research project was conducted to further explore the links between the self-conscious emotions of guilt and shame and psychopathology in clinical youth.

A sample of 1000 children and adolescents who were referred to an outpatient treatment center for mental health problems were included in the study. The key instrument of this study was the Achenbach System of Empirically Based Assessment (ASEBA \[[@CR26], [@CR27]\]), which appeared preeminently suitable as it not only includes (a) three items for measuring self-conscious emotions, namely item 26 "Lacks guilt", item 52 "Feels very guilty", and item 71 "Self-conscious, easily ashamed", but also (b) assesses symptoms of most common internalizing (i.e., anxiety problems and affective problems) and externalizing (i.e., attention-deficit/hyperactivity problems, oppositional defiant problems, conduct problems) problems, in keeping with the Diagnostic and Statistical Manual of Mental disorders (DSM) classification system \[[@CR28]\]. As the ASEBA instrument can be completed by parents, teachers, and youths themselves, it provided the unique opportunity to study intensity levels of self-conscious emotions and their relations to various types of psychopathology in clinically referred children and adolescents, using a multi-informant approach.

We expected that intensity levels for lack of guilt, guilt, and shame in these clinically referred youths would be higher than those reported for non-clinical children and adolescents in the Dutch manual of the ASEBA instrument \[[@CR29]--[@CR31]\]. In addition, it was predicted that high intensity levels of shame would be associated with higher levels of internalizing as well as externalizing symptoms, high intensity levels of guilt would be associated with higher levels of internalizing symptoms, whereas low levels of guilt and especially lack of guilt would be associated with higher levels of externalizing symptoms. These predictions were examined in two ways: first by comparing lack of guilt, guilt, and shame levels among children and adolescents with various types of clinical diagnoses, and second by exploring the relationships between lack of guilt, guilt, and shame and youth's scores on the main DSM-oriented internalizing and externalizing scales of the ASEBA instrument. Gender and age differences were also taken into account as previous research has indicated that these demographic variables have an impact on youth's experiences of self-conscious emotions. That is, girls tend to display somewhat higher levels of guilt and shame as compared to boys \[[@CR32]\], and it is also assumed that there is a clear age-related progression of children's understanding and experience of these self-conscious emotions \[[@CR33]--[@CR35]\].

Method {#Sec2}
======

Participants and procedure {#Sec3}
--------------------------

Participants were children and adolescents who were consecutively referred to RIAGG Maastricht between 2007 and 2013 and for which parents and teachers had completed the ASEBA instrument as part of the standard intake procedure. RIAGG Maastricht (currently Virenze-RIAGG Maastricht) is an outpatient diagnostics and treatment facility for youth with mental health problems. Upon referral to this facility, all children and adolescents were subjected to an extensive diagnostic procedure that followed the longitudinal-expert-all data (LEAD) principle \[[@CR36]\]. More specifically, the longitudinal aspect of the diagnostic procedure included the repeated revision of (prior) diagnoses as new information became available during intake, diagnostics, and treatment. The experts were all licensed psychologists and psychiatrists who were professionally trained in classifying mental disorders in youth, with or without a (semi-) structured interview. Data from multiple sources (i.e., play sessions and/or interviews with the child, interviews with parents and the teacher, psychological assessment, psychiatric examinations, observations at the facility, at home, and/or at school) were used to establish a DSM-IV-based clinical diagnosis that was the primary focus of treatment. The study was officially approved by the Ethical Committee of Psychology (ECP) at Maastricht University.

A team of six psychology master students started to systematically search the files of the youth that had been referred to our clinical facility to retrieve the following data: (1) the ASEBA instrument as completed by parents and teachers (which were almost always available as these scales were an integral part of the intake assessment) and eventually by youths themselves (in case they were 11 years or older and capable/willing to complete the measure), (2) socio-demographic variables such as gender, age, and IQ (if available), and (3) the primary clinical diagnosis as established according to the LEAD principle (see above). The students began with the files of youths referred in 2013 and worked backwards in time to 2007 till they retrieved 1000 children and adolescents for which at least the parent and teacher ASEBA instrument data were completely available. Characteristics of these youths are displayed in Table [1](#Tab1){ref-type="table"}. As can be seen, the sample consisted of 652 boys and 348 girls, had a mean age of 10.60 years (SD = 3.30), and included more younger (i.e., 4- to 11-year-olds) than older youths (i.e., 12- to 18-year-olds), with *n*'s being 617 versus 383, respectively. Four-hundred-and-forty-six of these participants (almost 95 % of the 11- to 18-year-olds) had completed the self-report version of the ASEBA instrument. IQ data were available for 437 children and adolescents: the mean IQ was 98.32 (range 59--150). Attention-Deficit/Hyperactivity Disorder (ADHD) and pervasive developmental disorders (including autistic disorder, Asperger disorder, and pervasive developmental disorder-not otherwise specified) were the most frequent primary clinical diagnoses, together representing 59.3 % of the total sample. Other common diagnoses were parent--child relationship problem, anxiety disorders (including obsessive--compulsive disorder and post-traumatic stress disorder), depressive disorders (major depressive disorder, dysthymic disorder), disruptive behavior disorders (oppositional defiant disorder, conduct disorder), adjustment disorder, and identity/personality problems. Only 11 children and adolescents (1.1 %) did not receive a clinical diagnosis.Table 1Characteristics of the clinically referred youths who were included in this study*N*, *M* (SD) or %Gender Boys652 Girls348Age10.60 (3.30) 4--11 years617 12--18 years383 11--18 years (YSR)446IQ^a^98.32 (16.45)Primary clinical diagnosis Depressive disorders56 Anxiety disorders80 Pervasive developmental disorders227 Identity/personality problems27 ADHD366 Parent--child relationship problem88 Disruptive behavior disorders50 Adjustment disorder38 Learning disorders16 Reactive attachment disorder14 Eating disorders4 Somatoform disorders3 Other disorders20 No diagnosis11ASEBA percentage in clinical range^b^ CBCL57.3 TRF37.2 YSR37.7 CBCL or TRF69.9 CBCL or TRF or YSR^c^74.4*IQ* Intelligence Quotient, *ADHD* Attention-Deficit/Hyperactivity Disorder, *ASEBA* Achenbach System Of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self Report^a^Based on *N* = 437^b^Number of participants scoring in the clinical range on at least one DSM-oriented scale (excluding somatic problems)^c^ *N* = 446

Instrument {#Sec4}
----------

As noted earlier, the *ASEBA*---*school*-*age version* \[[@CR26], [@CR27]\] was the main assessment instrument used in this study. The ASEBA is a widely employed measure for assessing emotional and behavioral problems in youth. It adopts a multi-informant approach as there are similar forms to be completed by parents (the Child Behavior Checklist), teachers (the Teacher Report Form), and---from 11 years onwards---children themselves (the Youth Self-Report). In total, the instrument contains 112 problem items for which each informant has to rate to what extent they are applicable to the child (0 = not true, 1 = somewhat true, and 2 = very true). Items can be combined to DSM-oriented scales, which were preferred over the empirically derived syndrome scales given the fact that the former appear to have (somewhat) greater clinical utility \[[@CR37]--[@CR39]\]. We only included those DSM-oriented scales that were most characteristic for the clinically referred children and adolescents in this study, namely affective problems, anxiety problems, attention-deficit/hyperactivity problems, oppositional defiant problems, and conduct problems. Furthermore, of special interest were the three ASEBA items referring to youth's self-conscious emotions: item 26 "Lacks guilt", item 52 "Feels very guilty", and item 71 "Self-conscious, easily ashamed"[1](#Fn1){ref-type="fn"} representing, respectively, the concepts of lack of guilt, guilt, and shame. Research has indicated that the ASEBA provides a reliable and valid indicator of psychopathology in youth \[[@CR26]\] and this is also true for the Dutch version of the instrument \[[@CR29]--[@CR31], [@CR40]\].

Statistical analyses {#Sec5}
--------------------

First, *t* tests for independent samples were conducted to compare intensity levels for lack of guilt, guilt, and shame in these clinically referred youths with those reported for non-clinical children and adolescents in the Dutch manual of the ASEBA instrument \[[@CR29]--[@CR31]\]. Second, to explore gender and age effects in intensity levels for lack of guilt, guilt, and shame, a series of 2 (gender: boys vs. girls) × 2 (age groups: 4- to 11-year-olds vs. 12- to 18-year-olds) analyses of variance (ANOVAs) were conducted on the CBCL and TRF scores of items 26, 52, and 71. As the YSR was only completed by youth aged from 11 years onwards, one-way ANOVAs were used to only evaluate gender differences in scores on items 26, 52, and 71 of this scale. Third, ANOVAs with gender and age as covariates (ANCOVAs) were carried out to compare lack of guilt, guilt, and shame levels among children and adolescents with various types of clinical diagnoses. Only those clinical diagnoses were included in these analyses for which a considerable number of youth (i.e., \>2 %) were present in this sample and for which clear predictions regarding levels of lack of guilt, guilt, and shame could be made.[2](#Fn2){ref-type="fn"} Fourth and finally, to explore the relationship between lack of guilt, guilt, and shame, on the one hand, and youth's scores on the main DSM-oriented internalizing and externalizing scales of the ASEBA instrument on the other hand, a series of ANCOVAs with again gender and age as covariates were conducted comparing groups of youth with low, medium, and high levels for lack of guilt, guilt, or shame on the ASEBA instrument with regard to their symptom level scores on the DSM-oriented scales of affective problems, anxiety problems, ADHD problems, oppositional defiant problems, and conduct problems. In each of the analyses, we not only controlled for gender and age but also for symptoms of comorbid psychopathology.[3](#Fn3){ref-type="fn"} Quite a large number of statistical tests were conducted for this study, which of course inflates the risk of type I error. However, our hypotheses were very specific, and therefore we chose to report differential *p* values (i.e., *p* \< .05 and *p* \< .001) instead of conducting a formal correction for multiple testing. Note that all the analyses showing an effect at *p* \< .001 would certainly survive such a statistical (e.g., Bonferroni) correction. Further, effect sizes were reported to give a clear impression of the actual magnitude of the observed effects.

Results {#Sec6}
=======

Intensity levels of self-conscious emotions {#Sec7}
-------------------------------------------

Mean intensity levels (standard deviations) for lack of guilt, guilt, and shame as measured by items 26, 52, and 71 of various ASEBA scales in the present sample are shown in Tables [2](#Tab2){ref-type="table"}, [3](#Tab3){ref-type="table"}, and [4](#Tab4){ref-type="table"}. Independent samples *t* tests indicated that these clinically referred youth generally displayed higher levels of lack of guilt, guilt, and shame as reported by parents, teachers, and children themselves than a non-clinical comparison group of youth recruited from the general Dutch population. Only in two cases (TRF item 52 "Feels very guilty" in 4- to 11-year-old boys and YSR item 52 "Feels very guilty" in 11- to 18-year-old boys; see Table [3](#Tab3){ref-type="table"}), the difference was not significant. Note also that the percentages of endorsement in the extreme (i.e., very true) category in this clinical sample were on average 5.5 times (range 1.5--12.8) larger for item 26 "Lacks guilt", 10.6 times (range 1.7--33) larger for item 52 "Feels very guilty", and 5.0 times (range 1.7--8.3) larger for item 71 "Self-conscious, easily ashamed" than in the non-clinical comparison group.Table 2Frequencies of positive endorsement of ASEBA item 26 "Lacks guilt" and mean scores (standard deviations) as found in the present sampleN*M* (SD) Present sample% endorsing very true*M* (SD) non-clinical comparison group^1^% endorsing very trueCBCL item 26 "Lacks guilt" Boys 4--11 years4090.69 (0.80)~a~21.30.24 (0.49)\*\*2.6 Boys 12--18 years2430.71 (0.80)~a~21.80.23 (0.50)\*\*3.6 Girls 4--11 years2080.43 (0.63)~b~7.30.19 (0.44)\*\*2.0 Girls 12--18 years1400.69 (0.80)~a~20.70.18 (0.47)\*\*3.7TRF item 26 "Lacks guilt" Boys 4--11 years4090.60 (0.76)~a~16.90.24 (0.53)\*\*5.2 Boys 12--18 years2430.56 (0.77)~a~17.30.18 (0.44)\*\*2.5 Girls 4--11 years2080.35 (0.66)~b~10.20.08 (0.31)\*\*0.8 Girls 12--18 years1400.39 (0.67)~b~10.00.11 (0.38)\*\*2.1YSR item 26 "Lacks guilt" Boys 11--18 years2850.68 (0.75)~a~17.20.56 (0.68)\*10.9 Girls 11--18 years1610.59 (0.73)~a~14.30.45 (0.66)\*9.6For reasons of comparison, previously reported normative mean scores (standard deviations) of Dutch non-clinical youths are also shown*ASEBA* Achenbach System of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self Report^1^As reported in the Dutch manuals of CBCL/TRF/YSR \[[@CR29]--[@CR31]\]. For each item, within-column means not sharing similar subscripts differ at *p* \< .05\* Significant difference with the present sample at *p* \< .05\*\* Significant difference with the present sample at *p* \< .001Table 3Frequencies of positive endorsement of ASEBA item 52 "Very guilty" and mean scores (standard deviations) as found in the present sampleN*M* (SD) present sample% endorsing very true*M* (SD) non-clinical comparison group^1^% endorsing very trueCBCL item 52 "Feels very guilty" Boys 4--11 years4090.21 (0.47)~a~2.50.05 (0.23)\*\*0.2 Boys 12--18 years2430.35 (0.57)~b~4.90.07 (0.28)\*\*0.5 Girls 4--11 years2080.31 (0.57)~b~5.30.07 (0.27)\*\*0.3 Girls 12--18 years1400.44 (0.65)~b~8.60.12 (0.35)\*\*0.9TRF item 52 "Feels very guilty" Boys 4--11 years4090.08 (0.30)~a~0.70.05 (0.24)0.4 Boys 12--18 years2430.21 (0.48)~b~3.30.03 (0.17)\*\*0.0 Girls 4--11 years2080.10 (0.33)~a~1.00.04 (0.21)\*0.0 Girls 12--18 years1400.31 (0.62)~b~8.60.09 (0.34)\*\*1.5YSR item 52 "Feels very guilty" Boys 11--18 years2850.33 (0.59)~a~6.30.27 (0.53)3.8 Girls 11--18 years1610.61 (0.73)~b~14.90.33 (0.55)\*\*3.8For reasons of comparison, previously reported normative mean scores (standard deviations) of Dutch non-clinical youths are also shown*ASEBA* Achenbach System of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self Report^1^As reported in the Dutch manuals of CBCL/TRF/YSR \[[@CR29]--[@CR31]\]. For each item, within-column means not sharing similar subscripts differ at *p* \< .05\* Significant difference with the present sample at *p* \< .05\*\* Significant difference with the present sample at *p* \< .001Table 4Frequencies of positive endorsement of ASEBA item 71 "Self-conscious, easily ashamed" and mean scores (standard deviations) as found in the present sampleN*M* (SD) present sample% endorsing very true*M* (SD) non-clinical comparison group^1^% endorsing very trueCBCL item 71 "Self-conscious, easily ashamed" Boys 4--11 years4090.56 (0.69)~a~11.50.27 (0.51)\*\*3.1 Boys 12--18 years2430.65 (0.72)~a~14.80.27 (0.52)\*\*3.9 Girls 4--11 years2080.60 (0.72)~a~14.10.25 (0.47)\*\*1.7 Girls 12--18 years1400.87 (0.76)~b~22.90.32 (0.53)\*\*3.3TRF item 71 "Self-conscious, easily ashamed" Boys 4--11 years4090.44 (0.62)~a~7.10.29 (0.51)\*\*2.5 Boys 12--18 years2430.53 (0.72)~a~13.20.20 (0.44)\*\*1.6 Girls 4--11 years2080.50 (0.68)~a~10.20.24 (0.48)\*\*2.5 Girls 12--18 years1400.75 (0.78)~b~20.70.27 (0.50)\*\*2.7YSR item 71 "Self-conscious, easily ashamed" Boys 11--18 years2850.57 (0.66)~a~9.50.42 (0.59)\*5.5 Girls 11--18 years1610.94 (0.72)~b~23.00.62 (0.67)\*\*10.4For reasons of comparison, previously reported normative mean scores (standard deviations) of Dutch non-clinical youths are also shown*ASEBA* Achenbach System of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self Report^1^As reported in the Dutch manuals of CBCL/TRF/YSR \[[@CR29]--[@CR31]\]. For each item, within-column means not sharing similar subscripts differ at *p* \< .05\* Significant difference with the present sample at *p* \< .05\*\* Significant difference with the present sample at *p* \< .001

Paired samples *t* tests revealed that in general intensity levels for lack of guilt, guilt, and shame were significantly lower when reported by teachers (means on TRF items 26, 52, and 71 being .50, SD = .74, .15, SD = .42, and .52, SD = .69) than when reported by parents (means on CBCL items 26, 52, and 71 being .64, SD = .77, .30, SD = .55, and .64, SD = .72) and children themselves (means on YSR items 26, 52, and 71 being .65, SD = .74, .43, SD = .66, and .71, SD = .70) \[all *t*(445/999)'s ≥2.56, *p* \< .05\]. Further, cross-informant correlations were rather small, and ranged between .12 (*p* \< .05) and .21 (*p* \< .001) for lack of guilt, between .16 (*p* \< .01) and .29 (*p* \< .001) for guilt, and between .30 (*p* \< .001) and .33 (*p* \< .001) for shame.

Gender and age effects {#Sec8}
----------------------

The series of ANOVAs evaluating gender and age effects for the intensity of various types of self-conscious emotions yielded the following significant findings. First, with the exception of YSR item 26 "Lacks guilt", all analyses revealed a significant effect of gender \[*F*(1,996/1,444)'s ranging between 5.28 and 30.67, *p*'s \< .05, *η*^2^'s between .01 and .07\]. As can be seen in Tables [2](#Tab2){ref-type="table"}, [3](#Tab3){ref-type="table"}, and [4](#Tab4){ref-type="table"}, boys displayed higher intensity levels of lack of guilt as reported by parents and teachers, whereas girls exhibited higher intensity levels of guilt and shame as reported by parents, teachers, and children themselves. Second, on TRF item 26 "Lacks guilt" no significant effect of age group was found, but for all the other parent (CBCL)- and teacher (TRF)-reported self-conscious emotions such an effect did emerge \[*F*(1,996/1,444)'s ranging between 6.88 and 36.44, *p*'s \< .01, *η*^2^'s between .01 and .04\]. The data indicated that parents and teachers reported higher levels of lack of guilt, guilt, and shame for older youth than for their younger counterparts (see Tables [2](#Tab2){ref-type="table"}, [3](#Tab3){ref-type="table"}, [4](#Tab4){ref-type="table"}). Third, only in the case of CBCL item 26 "Lacks guilt", a significant interaction effect of gender and age was found \[*F*(1,996) = 5.59, *p* \< .01, *η*^2^ = .01\]. As can be seen in Table [2](#Tab2){ref-type="table"}, younger and older boys displayed similar levels for lack of guilt, whereas younger girls exhibited significantly lower lack of guilt scores than their older counterparts.

Lack of guilt, guilt, and shame and clinical diagnoses {#Sec9}
------------------------------------------------------

Table [5](#Tab5){ref-type="table"} shows CBCL, TRF, and YSR lack of guilt, guilt, and shame scores of children and adolescents with various types of clinical diagnoses. A series of ANCOVAs (with gender and age as covariates) indicated that lack of guilt, guilt, and shame levels were significantly different among various disorders \[*F*(6,885/6,389)'s ranging between 2.17 and 13.09, *p*'s \< .05, *η*^2^'s between .02 and .08\]. Post hoc comparisons revealed that findings were generally in keeping with our predictions. That is, lack of guilt scores was highest among children and adolescents with disruptive behavior disorders (CBCL, TRF, and YSR) and youth diagnosed with parent--child relationship problem (CBCL), whereas fairly low lack of guilt scores was found for children and adolescents with anxiety disorders (CBCL). Further, for guilt, fairly high scores were observed for youth with depressive disorders (CBCL, TRF, and YSR), anxiety disorders (TRF, YSR), and identity/personality problems (CBCL), while relatively low guilt scores were found for youth with ADHD (CBCL, TRF, and YSR), pervasive developmental disorders (TRF), parent--child relationship problem (TRF), and disruptive behavior disorders (TRF). Finally, for shame, the highest scores were observed for pervasive developmental disorders (CBCL) and anxiety disorders (TRF and YSR), whereas fairly low scores were noted for ADHD (CBCL, TRF, and YSR) and disruptive behavior disorders (CBCL and TRF).Table 5Mean lack of guilt, guilt, and shame scores (standard errors) as measured by various ASEBA scales for children and adolescents with various clinical diagnosesItem 26 "Lacks guilt"CBCLTRFYSRPrimary DSM classification Depressive disorders (*n* = 56/42^†^)0.65 (0.10)~a~0.32 (0.10)~a~0.58 (0.12)~a~ Anxiety disorders (*n* = 80/52)0.37 (0.09)~b~0.36 (0.08)~a~0.49 (0.10)~a~ Pervasive developmental disorders (*n* = 227/94)0.68 (0.05)~a~0.45 (0.05)~a~0.60 (0.08)~a~ Identity/personality problems (*n* = 27/25)0.76 (0.15)~ac~0.56 (0.14)~a~0.49 (0.15)~a~ ADHD (*n* = 366/121)0.56 (0.04)~a~0.55 (0.04)~a~0.69 (0.07)~a~ Parent--child relationship problem (*n* = 88/38)0.86 (0.08)~c~0.54 (0.08)~a~0.71 (0.12)~ab~ Disruptive behavior disorders (*n* = 50/26)1.00 (0.11)~c~1.01 (0.10)~b~1.07 (0.15)~b~*F*(6,885/6,389)5.58\*\*5.61\*\*2.17\**η* ^2^.04.03.03Item 52 "Feels very guilty"CBCLTRFYSRPrimary DSM classification Depressive disorders (*n* = 56/42)0.47 (0.07)~a~0.29 (0.05)~a~0.74 (0.10)~a~ Anxiety disorders (*n* = 80/52)0.39 (0.06)~ab~0.36 (0.05)~a~0.66 (0.09)~a~ Pervasive developmental disorders (*n* = 227/94)0.31 (0.03)~bc~0.12 (0.03)~b~0.30 (0.07)~b~ Identity/personality problems (*n* = 27/25)0.55 (0.11)~a~0.14 (0.08)~ab~0.52 (0.13)~ab~ ADHD (*n* = 366/121)0.24 (0.03)~c~0.10 (0.02)~b~0.29 (0.06)~b~ Parent--child relationship problem (*n* = 88/38)0.32 (0.06)~bc~0.10 (0.04)~b~0.47 (0.10)~ab~ Disruptive behavior disorders (*n* = 50/26)0.27 (0.08)~bc~0.11 (0.06)~b~0.56 (0.13)~ab~*F*(6,885/6,389)2.60\*5.96\*\*4.32\*\**η* ^2^.02.04.06Item 52\
"Self-conscious, easily ashamed"CBCLTRFYSRPrimary DSM classification Depressive disorders (*n* = 56/42)0.77 (0.10)~ab~0.53 (0.09)~a~0.90 (0.10)~ab~ Anxiety disorders (*n* = 80/52)0.80 (0.08)~ab~0.85 (0.07)~b~1.13 (0.09)~a~ Pervasive developmental disorders (*n* = 227/94)0.88 (0.05)~a~0.73 (0.04)~b~0.66 (0.07)~bc~ Identity/personality problems (*n* = 27/25)0.84 (0.14)~ab~0.52 (0.13)~a~0.76 (0.14)~b~ ADHD (*n* = 366/121)0.44 (0.04)~b~0.35 (0.03)~c~0.52 (0.06)~c~ Parent--child relationship problem (*n* = 88/38)0.63 (0.07)~ab~0.45 (0.07)~ac~0.66 (0.11)~bc~ Disruptive behavior disorders (*n* = 50/26)0.45 (0.10)~b~0.24 (0.09)~c~0.67 (0.13)~bc~*F*(6,885/6,389)11.65\*\*13.09\*\*5.58\*\**η* ^2^.07.08.08*ASEBA* Achenbach System of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self Report^†^Left numbers pertain to *n* for CBCL/TRF data, right numbers pertain to *n* for YSR data. All analyses were conducted while controlling for age and gender. Within-column means not sharing similar subscripts differ at *p* \< .05

Relations between lack of guilt, guilt, and shame and DSM-oriented ASEBA scales {#Sec10}
-------------------------------------------------------------------------------

To further explore the relation between self-conscious emotions and psychopathology, ANCOVAs (controlling for gender, age, and comorbid psychopathology[4](#Fn4){ref-type="fn"}) were performed to compare groups of youth with varying levels of lack of guilt, guilt, and shame with regard to their scores on the main DSM-oriented scales of the ASEBA instrument. Results indicated that lack of guilt was mainly related to the ASEBA scales of conduct problems (CBCL, TRF, and YSR), oppositional defiant problems (CBCL and TRF), and ADHD problems (TRF) \[*F*(2,991/2,437)'s ranging between 7.52 and 36.58, *p*'s \< .05, *η*^2^'s between .03 and .07\]. As shown in Table [6](#Tab6){ref-type="table"}, youth scoring 'somewhat true' or 'very true' on item 26 "Lacks guilt" displayed significantly higher levels of these externalizing symptoms than youth scoring 'not true' on this item. For some scales (i.e., CBCL oppositional defiant problems, CBCL conduct problems, and TRF conduct problems), the difference in problem levels between youth scoring 'somewhat true' and those scoring 'very true' was also significant, pointing at a clear-cut linear relation between lack of guilt and these types of psychopathology.Table 6Mean scores (standard errors) on various ASEBA DSM-oriented scales of clinically referred youths with varying levels of lack of guilt reported by parents, teachers, and youths themselvesCBCL item 26 "Lacks guilt"Not true (*n* = 541)Somewhat true (*n* = 275)Very true (*n* = 184)*F* (2,991)*η* ^2^CBCL DSM-oriented scale Affective problems4.95 (0.14)4.84 (0.19)5.24 (0.25)0.87.00 Anxiety problems3.25 (0.11)3.33 (0.14)3.10 (0.19)0.49.00 ADHD problems7.30 (0.15)7.36 (0.19)7.74 (0.26)1.03.00 Oppositional defiant problems3.85 (0.08)~a~4.71 (0.11)~b~4.99 (0.15)~c~27.37\*\*.05 Conduct problems3.39 (0.11)~a~4.13 (0.15)~b~5.49 (0.20)~c~36.58\*\*.07TRF item 26 "Lacks guilt"Not true (*n* = 637)Somewhat true (*n* = 217)Very true (*n* = 146)*F*(2,991)*η* ^2^TRF DSM-oriented scale Affective problems3.19 (0.10)3.44 (0.17)3.49 (0.22)0.99.00 Anxiety problems2.46 (0.09)2.26 (0.14)2.23 (0.19)0.82.00 ADHD problems10.15 (0.25)~a~13.01 (0.40)~b~12.54 (0.54)~b~17.63\*\*.03 Oppositional defiant problems2.45 (0.07)~a~3.18 (0.12)~b~3.42 (0.15)~b~19.27\*\*.04 Conduct problems2.72 (0.11)~a~3.41 (0.17)~b~4.79 (0.23)~c~30.03\*\*.06YSR item 26 "Lacks guilt"Not true (*n* = 228)Somewhat true (*n* = 146)Very true (*n* = 72)*F*(2,437)*η* ^2^YSR DSM-oriented scale Affective problems6.06 (0.24)5.74 (0.29)6.12 (0.42)0.45.00 Anxiety problems3.29 (0.14)3.11 (0.17)3.43 (0.25)0.65.00 ADHD problems6.56 (0.19)7.22 (0.24)6.74 (0.34)2.23.01 Oppositional defiant problems3.10 (0.10)3.41 (0.12)3.08 (0.17)2.14.01 Conduct problems3.55 (0.15)~a~4.07 (0.18)~b~4.66 (0.25)~b~7.52\*.03*ASEBA* Achenbach System of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self ReportAll analyses were conducted while controlling for age, gender, and symptoms of comorbid psychopathology. Within-row means not sharing similar subscripts differ at *p* \< .05. \** p* \< .05, \*\** p* \< .001

Guilt and shame were consistently related to the ASEBA scales of affective problems and anxiety problems \[*F*(2,991/2,437)'s ranging between 4.02 and 96.87, *p*'s \< .05, *η*^2^'s between .01 and .17\]. As can be seen in Tables [7](#Tab7){ref-type="table"} and [8](#Tab8){ref-type="table"}, youth scoring 'very true' on item 52 "Feels very guilty" and item 71 "Self-conscious, feeling ashamed" exhibited significantly higher levels of these internalizing symptoms than youth scoring 'not true' on these items. Youth scoring 'somewhat true' on these items generally displayed intermediate symptom levels, although differences with the extreme groups were not always significant.Table 7Mean scores (standard errors) on various ASEBA DSM-oriented scales of clinically referred youths with varying levels of guilt reported by parents, teachers, and youth themselvesCBCL item 52 "Feels very guilty"Not true (*n* = 749)Somewhat true (*n* = 206)Very true (*n* = 45)*F*(2,991)*η* ^2^CBCL DSM-oriented scale Affective problems4.66 (0.11)~a~5.86 (0.22)~b~6.16 (0.46)~b~13.80\*\*.03 Anxiety problems2.87 (0.08)~a~4.24 (0.16)~b~4.91 (0.34)~b~38.17\*\*.07 ADHD problems7.34 (0.12)7.58 (0.23)7.47 (0.48)0.41.00 Oppositional defiant problems4.40 (0.07)~a~3.96 (0.14)~b~4.16 (0.29)~ab~3.99\*.01 Conduct problems3.91 (0.10)4.19 (0.19)4.13 (0.40)0.82.00TRF item 52 "Feels very guilty"Not true (*n* = 877)Somewhat true (*n* = 98)Very true (*n* = 25)*F*(2,991)*η* ^2^TRF DSM-oriented scale Affective problems3.18 (0.08)~a~3.62 (0.24)~a~5.60 (0.48)~b~12.81\*\*.03 Anxiety problems2.18 (0.07)~a~3.77 (0.20)~b~4.03 (0.40)~b~35.31\*\*.07 ADHD problems11.06 (0.20)11.63 (0.60)11.37 (1.21)0.41.00 Oppositional defiant problems2.76 (0.06)2.74 (0.17)2.22 (0.35)1.18.00 Conduct problems3.18 (0.09)3.02 (0.26)3.27 (0.53)0.20.00YSR item 52 "Feels very guilty"Not true (*n* = 294)Somewhat true (*n* = 110)Very true (*n* = 42)*F*(2,437)*η* ^2^YSR DSM-oriented scale Affective problems5.55 (0.21)~a~6.28 (0.34)~ab~7.99 (0.57)~b~7.49\*.03 Anxiety problems2.72 (0.12)~a~4.07 (0.19)~b~4.82 (0.32)~b~26.69\*\*.11 ADHD problems6.72 (0.18)6.76 (0.29)7.56 (0.48)1.34.01 Oppositional defiant problems3.18 (0.09)3.32 (0.15)3.06 (0.25)0.58.00 Conduct problems3.73 (0.14)4.31 (0.22)4.04 (0.37)2.31.00*ASEBA* Achenbach System of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self ReportAll analyses were conducted while controlling for age, gender, and symptoms of comorbid psychopathology. Within-row means not sharing similar subscripts differ at *p* \< .05. \* *p* \< .05, \*\* *p* \< .001Table 8Mean scores (standard errors) on various ASEBA DSM-oriented scales of clinically referred youths with varying levels of shame reported by parents, teachers, and youths themselvesCBCL item 71 "Self-conscious, easily ashamed"Not true (*n* = 509)Somewhat true (*n* = 347)Very true (*n* = 144)*F*(2,991)*η* ^2^CBCL DSM-oriented scale Affective problems4.72 (0.14)~a~5.08 (0.16)~ab~5.62 (0.28)~b~4.02\*.01 Anxiety problems2.43 (0.10)~a~3.60 (0.11)~b~5.25 (0.18)~c~93.98\*\*.16 ADHD problems7.74 (0.15)~a~7.22 (0.17)~b~6.61 (0.28)~b~6.14\*.01 Oppositional defiant problems4.29 (0.09)4.36 (0.10)4.20 (0.18)0.38.00 Conduct problems3.85 (0.12)4.00 (0.14)4.38 (0.24)1.82.00TRF item 71 "Self-conscious, easily ashamed"Not true (*n* = 595)Somewhat true (*n* = 294)Very true (*n* = 111)*F*(2,991)*η* ^2^TRF DSM-oriented scale Affective problems2.83 (0.10)~a~3.74 (0.14)~b~4.52 (0.24)~c~22.23\*\*.05 Anxiety problems1.72 (0.08)~a~2.94 (0.11)~b~4.47 (0.19)~c~96.87\*\*.16 ADHD problems11.98 (0.25)~a~10.12 (0.34)~b~9.17 (0.61)~b~12.16\*\*.02 Oppositional defiant problems2.83 (0.07)2.68 (0.10)2.47 (0.18)1.67.00 Conduct problems3.16 (0.11)3.13 (0.15)3.32 (0.27)0.22.00YSR item 71 "Self-conscious, easily ashamed"Not true (*n* = 195)Somewhat true (*n* = 187)Very true (*n* = 64)*F*(2,437)*η* ^2^YSR DSM-oriented scale Affective problems5.47 (0.27)~a~5.94 (0.26)~a~7.54 (0.48)~b~6.18\*.03 Anxiety problems2.27 (0.14)~a~3.69 (0.14)~b~4.98 (0.25)~c~46.12\*\*.17 ADHD problems6.90 (0.23)6.67 (0.21)6.68 (0.41)0.12.00 Oppositional defiant problems3.22 (0.12)3.17 (0.11)3.23 (0.21)0.06.00 Conduct problems3.88 (0.17)4.04 (0.16)3.58 (0.31)1.01.00*ASEBA* Achenbach System of Empirically Based Assessment, *CBCL* Child Behavior Checklist, *TRF* Teacher Report Form, *YSR* Youth Self ReportAll analyses were conducted while controlling for age, gender, and symptoms of comorbid psychopathology. Within-row means not sharing similar subscripts differ at *p* \< .05. \** p* \< .05, \*\** p* \< .001

For guilt, an additional effect was found for CBCL-rated oppositional defiant problems \[*F*(2,991) = 3.99, *p* \< .05\]: that is, youth for which parents endorsed item 52 "Feels very guilty" with 'not true' displayed higher levels of this type of externalizing symptoms than youth for which parents endorsed this item with 'somewhat true' (see Table [7](#Tab7){ref-type="table"}). In the case of shame, relations with parent- and teacher-reported ADHD problems were found \[*F*(2,991)'s being 6.14 and 12.16, respectively, both *p*'s \< .05\]. As shown in Table [8](#Tab8){ref-type="table"}, youth for which parents and teachers endorsed item 71 "Self-conscious, feeling ashamed" with 'not true' exhibited higher levels of ADHD symptoms than youth for which parents endorsed this item with 'somewhat true' or 'very true'.

Discussion {#Sec11}
==========

Previous research has indicated that psychopathology in youth is clearly linked with dysregulations in self-conscious emotions. That is, internalizing problems are typically accompanied by high levels of both guilt and shame, whereas externalizing problems are accompanied by high levels of shame on the one hand, and low levels, or even lack, of guilt on the other hand \[[@CR2]\]. However, with few exceptions \[[@CR24], [@CR25]: Study 2\], this conclusion has mainly been based on studies conducted in non-clinical populations of children and adolescents. With this in mind, the present study was carried out to explore the relationship between self-conscious emotions and psychopathology in a large sample of clinically referred youth. For this purpose, we used the ASEBA instrument completed by parents, teachers, and children themselves during the regular intake procedure, which not only provides information on the intensity levels of lack of guilt, guilt, and shame, but also measures symptoms of the most prevalent types of internalizing and externalizing problems in youth. A first conclusion that can be drawn from these data is that the intensity levels of lack of guilt, guilt, and shame in these clinically referred children and adolescents were indeed considerably higher than those reported for non-clinical youth in the Dutch manual of the ASEBA instrument \[[@CR29]--[@CR31]\]. More precisely, across all three informants (i.e., parents, teachers, and children themselves), these clinically referred youth displayed significantly higher lack of guilt, guilt, and shame scores, with the percentage of endorsement in the extreme category of various types of self-conscious emotions being on average 5.0--10.6 times larger than in the non-clinical normative sample. Altogether, these results confirm the idea that youth suffering from various types of psychopathology indeed display clear dysregulations of self-conscious emotions.

The children and adolescents in the present sample had a variety of clinical diagnoses, of which ADHD, pervasive developmental disorders, parent--child relationship problem, anxiety disorders, depressive disorders, disruptive behavior disorders, adjustment disorder, and identity/personality problems were most prevalent. When comparing intensity levels of self-conscious emotions across groups of children and adolescents with various clinical diagnoses, an interesting pattern of results was found that was largely in keeping with the existing literature. That is, low levels of guilt and lack of guilt were associated with disruptive behavior disorders, high levels of guilt were related to internalizing problems such as anxiety and depressive disorders, whereas high levels of shame were most consistently linked to anxiety disorders. Apart from these main findings, a number of additional results were documented which deserve some further comment. First, lack of guilt was also high for youth with a parent--child relationship problem as the main clinical diagnosis, which is not that surprising as difficulties in the interaction between parents and child and associated family conflicts are often comorbid with externalizing problems such as oppositional defiant disorder and conduct disorder \[[@CR41]\]. Second, children and adolescents with ADHD clearly showed low levels of guilt and shame. This is in keeping with a recent study in clinically referred adults showing that self-conscious emotions are less prominent in patients with this disorder than among patients with other psychiatric problems \[[@CR42]\], and fits with the idea that youth with ADHD have a limited sense of self-awareness \[[@CR43]\], which seems to be a prerequisite for experiencing self-conscious emotions \[[@CR44]\]. Third, rather inconsistent findings emerged regarding the intensity of self-conscious emotions in youth with pervasive developmental disorders \[[@CR45]\]: on the one hand, it was found that children and adolescents with this diagnosis displayed fairly high levels of shame, whereas on the other hand youth with this diagnosis exhibited relatively low levels of guilt. This disparity nevertheless matches with the social peculiarities of youth suffering from autism or related disorders. That is, these youngsters often do not feel at ease during social interactions and tend to show submissive and avoidance behavior \[[@CR46]\], which might be reflected in high shame scores, but at the same time they lack interpersonal sensitivity and fail to recognize social transgressions \[[@CR47]\], which might manifest in low guilt scores.

To further explore the relation between self-conscious emotions and psychopathology, analyses were conducted in which we compared groups of youth with varying levels of lack of guilt, guilt, and shame with regard to their scores on the main DSM-oriented scales of the ASEBA instrument. The results were largely in keeping with our predictions. To begin with, it was found that lack of guilt was positively associated with externalizing problems, which of course is in line with other research showing that "lack of remorse or guilt" is a prominent symptom in youth displaying aggressive and antisocial behavior \[[@CR15]\]. Note also that this link was most consistently (i.e., across all three informants) found for conduct problems, which makes sense as lack of guilt normally is one of the symptoms defining the disorder \[[@CR12]\]. In addition, the results indicated that guilt and shame were both positively associated with anxiety and depression problems, which confirms previous findings showing that these self-conscious emotions are more intense and frequent in children and adolescents with high levels of these types of internalizing symptoms \[[@CR17], [@CR19], [@CR48], [@CR49]\]. Finally, findings revealed that low intensity levels of guilt (parent report) and shame (parent and teacher report) were associated with relatively high levels of, respectively, oppositional defiant problems and ADHD problems. The former relation was certainly in line with the notion that guilt is low in individuals with externalizing problems \[[@CR4], [@CR15]\], while the latter link confirms the earlier mentioned results by Scheel et al. \[[@CR42]\] who also noted fairly low levels of shame in adult patients with ADHD.

A remarkable result of the present study was the total absence of a positive link between shame and externalizing problems. While previous research has generally indicated that this self-conscious emotion is associated with higher levels of anger, aggression, and delinquency \[[@CR2]\], neither the comparisons of shame levels across youth with various clinical diagnoses nor the analyses of the relation between shame and DSM-oriented ASEBA scales yielded evidence for such a relationship. If anything, the data pointed out that children and adolescents with disruptive behavior disorders (i.e., ODD and CD) were among those that---according to parents and teachers---displayed the lowest intensity levels of this self-conscious emotion. One way to bring these diverging findings into line would be to assume that the relation between shame and externalizing problems is non-linear in nature. That is, youth with low levels of shame display low levels of externalizing symptoms, those with intermediate levels of shame show higher levels of such symptoms (causing the positive relation in non-clinical samples), while youngsters with high levels of shame again exhibit low levels of externalizing problems. Such an inverted U-shape relationship could be tested in a mixed sample containing clinically referred as well as non-clinical children and adolescents. Another explanation has to do with the fact that previous studies largely neglected the issue of comorbid symptomatology. As also demonstrated in the present study, internalizing and externalizing problems frequently co-occur \[[@CR50]\], and so it is quite likely that the relation between shame and externalizing is affected by the quite robust positive relation between shame and internalizing. A final account for the discrepancy between this study and previous investigations on the relation between shame and externalizing is more theoretical in nature. As noted by Muris and Meesters \[[@CR2]\], the relation between feelings of shame and externalizing is probably mediated by a secondary appraisal process of blaming others, which apart from person-related factors originates from various context-related variables. It is possible that the outpatient clinic in which we conducted our research was visited by a rather specific population of youth that largely lacked this cognitive process.

The present study also yielded a number of additional findings that deserve brief discussion. First, the gender and age effects that were found were largely in line with what has been documented in the literature. That is, for girls, higher levels of guilt and shame were noted than for boys \[[@CR32]\], showing that the former are more susceptible to these self-conscious emotions than the latter. Levels of lack of guilt, guilt, and shame were also found to be higher among 12- to 18-year-olds than among 4- to 11-year-olds, which corroborates the notion that there is an age-related progression in the experience of self-conscious emotions \[[@CR33]--[@CR35]\]. Further, this investigation relied on a multi-informant approach, which is considered as preferable when assessing psychopathology and emotions in youth \[[@CR51]\]. Parents, teachers, and children themselves each tend to have their own perspective and this was illustrated in the present study by the rather small cross-informant correlations as found for lack of guilt, guilt, and shame. Interestingly, the pattern of results regarding the relations between these self-conscious emotions and youth's psychopathology was quite similar for various informants, underlining that findings were quite robust.

The large sample size of clinically referred children and adolescents and the multi-informant approach are definitively strong features of this research. However, there are also a number of limitations that should be mentioned. One important shortcoming concerns the cross-sectional design of the study. As assessments were conducted by means of one measure and carried out within a short period of time, no conclusions can be drawn on the cause--effect relations between self-conscious emotions and psychopathology. From a developmental psychopathology perspective, it is interesting to view lack of guilt, guilt, and shame as antecedents of internalizing and externalizing problems in youth \[[@CR2]\], but of course it is also possible that dysregulations of self-conscious emotions are an integral part of or emerge as a consequence of the child's psychopathology. Another drawback is that dysregulations in youth's self-conscious emotions were only measured with three single items taken from the ASEBA instrument. Although these items were clearly formulated and directly measured the intensity of lack of guilt, guilt, and shame in a straightforward way, no formal testing of the reliability and validity of this assessment has been conducted. Nevertheless, in the literature, good arguments can be found for the use of single-item scales \[[@CR52]\]. Apart from the fact that single-item measures often do have acceptable validity, these also include the practical consideration of conducting an empirical study in a clinical population that is already subjected to a quite extensive psychological assessment (such as the children and adolescents in the present study). An additional demerit of our study concerns the fact that the relations between self-conscious emotions and psychopathology were partly investigated using data of one and the same instrument (i.e., the ASEBA), which of course raises the possibility that the observed significant effects were due to shared method variance. However, it seems highly unlikely that the specific pattern of results (i.e., lack of guilt, guilt, and shame were consistently associated with some types of symptoms but not with others) only emerged because constructs were assessed by means of one measure. Note further that we also related self-conscious emotions to clinical diagnoses, and these analyses by and large produced similar findings regarding the links between lack of guilt, guilt, and shame and psychopathology. A final limitation has to do with the fairly small effect sizes that were found in the analyses exploring the relationships between dysregulations in self-conscious emotions and psychopathology. One should bear in mind, however, that such associations are complex and that many other variables are involved. For instance, it is generally assumed that in the case of child and adolescent psychopathology the primary emotions of fear, sadness, and anger also play an important role \[[@CR53], [@CR54]\].

The present study showed that dysregulations of self-conscious emotions are quite prevalent among clinically referred youth. In addition, data consistently indicated that lack of guilt is especially implicated in oppositional defiant and conduct (i.e., externalizing) problems, while high levels of guilt and shame are preeminently associated with affective and anxiety (i.e., internalizing) problems. For most of these childhood problems effective, evidence-based treatments have been developed that primarily target on the correction of dysregulated basic emotions \[[@CR55]\]. However, there is still a considerable proportion of the youth (i.e., up to 30 %) who do not respond adequately to these interventions \[[@CR56]\]. For these cases, it may be relevant to also focus therapy on other pathogenic processes, such as the dysregulations of self-conscious emotions. Various authors have put forward that targeting this specific emotional aspect of psychopathology may yield better treatment results \[[@CR57], [@CR58]\], but in the upcoming years this notion needs to be investigated empirically.

It is important to note that officially item 26 "Lacks guilt" and item 52 "Feels very guilty" are, respectively, part of the DSM-oriented scales 'conduct problems' and 'affective problems'. To avoid the problem of shared covariance, these items were discarded when computing total scores for these DSM-oriented scales.

For this reason, children and adolescents with adjustment disorder were not included in these analyses, as this diagnosis is characterized by a mixture of internalizing and externalizing problems.

Thus, for example, the ANCOVA evaluating group differences for the ASEBA scale affective problems was controlled for gender, age, anxiety problems, ADHD problems, oppositional defiant problems, and conduct problems.

As expected, the ANCOVAs revealed significant effects of comorbid psychopathology: consistently large effect sizes were found between affective and anxiety problems and between oppositional defiant and conduct problems, but there were also significant comorbidity effects of internalizing on externalizing problems and vice versa.
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